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INSURANCE FOR MEDICAL MEN 
AND WOMEN 


BY 
HENRY ROBINSON, M.D., D.L., J.P. 


Honorary Secretary, Medical Insurance Agency 


The following is the second of a series of three articles 
on insurance for the medical profession. The first 
appeared in the SUPPLEMENT of September 10, page 185. 


II—CERTAIN PENSION AND SICKNESS 
INSURANCE SCHEMES 


In the first article on this subject attention was directed 
to the main principles of life assurance of various kinds. 
It was possible to deal with only broad outlines of such 
a large and complicated question, and in a somewhat 
elementary way. There is much more that could be 
written about the great variety of life assurance schemes 
that have been marketed by different companies, but it 
may be more profitable, instead of expounding policies 


which, valuable enough in unusual cases, would appeal. 


to but one practitioner here and there, to devote atten- 
tion next to the special Pension, Family Provision, and 
Disability. Scheme which was originally worked out six 
years ago for national health insurance practitioners, but 
is now available, in addition, to those outside this category 
provided they are members of the British Medical Asso- 
ciation. The inauguration of this scheme is due almost 
wholly to Dr. Guy Dain, the present Chairman of the 
Representative Body of the B.M.A., who was mainly 
responsible for the very able conduct of the lengthy 
negotiations which led up to it. The entire profession 
owes him a deep debt over this, as over his prolonged 
chairmanship of the Insurance Acts Committee—a debt 
which has been recognized by the award of the gold 
medal of the Association as well as by a Testimonial 
Fund now being raised to be devoted by his desire to 
furthering the educational charities of the profession. 


The N.H.1.P.P. Scheme 


The National Health Insurance Practitioners Pension 
and Provident Scheme has been adopted by three long- 
established and flourishing assurance companies, who issue 
policies in standard form through the Medical Insurance 
Agency: the insured can make his contract with any of 
the three he may select. These companies are: the Legal 
and General Assurance Society; the Medical Sickness, 


Annuity, and Life Assurance Society ; and the Yorkshire 
Insurance Company. The three companies have under- 
taken not to vary the terms offered until ten years from 
the inception of the scheme—that is, until 1942. The 
contracts are so very much more favourable than any 
company could offer now (owing to the decreased yield 
On investments since the scheme was prepared six years 
ago) that this condition is of itself of the greatest value 
to proposers, for it is perfectly certain that when 1942 
arrives the rates will be revised to the advantage of the 
companies and the corresponding disadvantage of the 
insured. The policies thus issued will be granted usually 
on the satisfactory completion of a proposal form; in 
exceptional cases medical examination may be required. 


Benefits 


It will be convenient to describe the cost and the 
benefits of the scheme in terms of “units.” Members 
may take up any number of units up to five as a maxi- 
mum, but cannot take up less than one unit at a time. 
When units are obtained under separate policies at various 
dates, which is permissible, the rates of contribution will 
differ according to the age at which each unit of benefit is 
taken up. The following shows what is provided by 
one unit of benefit, but it should be mentioned here 
(as will be set out in detail later on) that it is possible 
to exclude from the contract benefit (+) or benefit (c), 
or both, and the contributions will be correspondingly 
reduced. 


Benefit (a) is a pension of £100 per annum per “ unit,” 
payable by equal monthly instalments, the first payment 
to fall due on the anniversary of entry nearest to attain- 
ment of the age of 65 by the member. This pension 
will be payable for a minimum of five years, and for 
so much longer as the member may live—that is, it is 
payable up to his death—and even if that occurs within 
five years the pension will be payable to his estate up 
to the date when he would have received it for that 
space of time. In lieu of this pension the member may 
elect to take £1,000 at the date when the pension would 
have begun. 

Benefit (b) is a family provision of £50 per annum per 
“unit,” payable to the member's estate, should he die 
before reaching 65, until the anniversary of the date of 
entry nearest to the date when he would have reached 
65 if he had lived; this annual payment is not subject 
to income tax and need not be included in an income 
tax return. In addition there is also payable -a lump 
sum representing the contributions paid by the member 
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towards his pension accumulated at 3 per cent. compound 
interest. It is to be understood that this does not mean 
the whole of the premiums he has paid, because a certain 
percentage (varyimg according to age) is earmarked towards 
sickness benefit. Obviously, however, this part of the 
scheme is of great practical utility, and is a substantial 
help to the dependants of any practitioner who is un- 
fortunate enough to die before reaching the pension age. 


Benefit (c) is a disablement income of £100 per annum 
per “unit,” payable whenever a member is totally dis- 
abled from following his occupation by illness or accident. 
This benefit only begins at the end of twenty-six weeks 
from the start of the disablement, and continues until 
age 65 or previous recovery. So long as this disable- 
ment benefit is being paid the member's premiums under 
the scheme are waived without detriment to his pension 
or death benefits. In contrast with benefit (6), this 
income is taxable and must be included in income tax 
returns. 


The Cost per Unit 


Premiums under the scheme are payable quarterly by 
the member to the Medical Insurance Agency, through 
whom alone he can negotiate his policy: The practitioner 
may authorize his insurance committee to deduct the sum 
required from his quarterly panel cheque; or he may 
hand to the M.ILA. a banker's order; or he may pay 
direct to the Agency. A table of premiums showing the 
quarterly amount payable, according to the age at entry, 
can be obtained from the Agency. It will suffice here 
to quote three specimen figures: age at nearest birthday 
at entry 25, per “unit” per quarter, £4 Ils.; at 35, 
£6 12s. 6d.: at 45, £11 Os. 9d.; these are for male lives 
alone, but women practitioners are also eligible at rates 
not very markedly different. (It may be noted here that 


women over 40 at entry are not eligible for the disability 


benefit ; their contributions are correspondingly reduced.) 
Policies can be so drawn that the member may nominate 
a beneficiary to receive all benefits payable on or after 
a member's death ; such a nomination may be revoked or 
changed at will. The contributions are eligible for relief 
under the Income Tax Acts, according to the scale in 
force at the time they are paid. The Agency is not able 
to grant rebates as in other forms of insurance, because 
the cost of the contracts was so “cut to the bone” that 
the offices had to stipulate that they should pay no com- 
mission for the introduction. 


Exclusions and Withdrawals 


If a member, for any reason, wishes to withdraw from 
the scheme there will be refunded to him the whole of 
the contributions paid by him towards his pension, accu- 
mulated at 3 per cent. compound interest; but not, of 
course, that portion of his premiums which represents 
the value of his family provision and sickness cover. A 
member may, if he or she wishes, retire before 65, 
receiving a reduced pension on an actuarial basis. On 
reaching 65 a member may, if desired, substitute for the 
whole or any part of his pension a reduced amount pay- 
able during the joint lifetime of himself and his wife 
until the death of the survivor: such pensions are, how- 
ever, not guaranteed for the five-year minimum period. 
A member may exclude either benefit (b) or benefit (c), 
or both, and his premiums will be correspondingly reduced. 
In such an event the cash option in lieu of pension at 
age 65 will be, per -unit, £950 (for a man) instead of 
£1,000. Cash options are higher for women. - 


The Scheme as a Whole 


The profession has not been slow to appreciate the 
great benefits in the way of protection for dependants 
and pensions for declining years obtainable under this 
scheme. Several millions of benefits have been insured 
during.the six years since it was introduced. At the 
same time there are many, both inside and outside the 


national health insurance service, who have not taken 
advantage of it at all. or not as fully as they should 
do in their own interests. There are also many recent 
entrants to the profession who are unaware of the exist- 
ence of the scheme. To all these it can be most strongly 
recommended. From the point of view of the Medical 
Insurance Agency, which regards the whole scheme with 
unstinted approval, the pension benefits are the most 
valuable; these are, of course, the corner-stone of the 
scheme. Benefits (b) and (c) are extremely useful, and 
must not be underestimated, but they are supplementary, 
as it were, to the pension part of the scheme. It will 
be seen that the disability benefits apply only for illnesses 
or accidents which keep the insured person off work for 
more than six months; and thus, for a man with de- 
pendants and no unearned income, they do not wholly 
supersede the need for some form of ordinary sickness 
assurance. 


Sickness Assurance 
Very many of the British offices issue sickness policies 


of different sorts. The Medical Insurance Agency has 
always very strongly advised the profession to accept no 


‘such policy unless it is in the form of a permanent 


contract which cannot be terminated until the age agreed 
upon. Otherwise thé insured person who has a serious 
illness lasting several months may find, at the expiration 
of the year for which his premium has been paid, that 
the office declines to renew the contract ; and he is thus 
left not merely with cessation of his sickness benefits, but 
with the possibility that he may fail to find any office 
which will accept him for the future. 


It is no part of the intention of these articles to give 
publicity to one insurance office more than to another: 
it is, in fact, one of the special functions of the Medical 
Insurance Agency to find that policy and that office which 
best suit the needs of each individual doctor. But it is 
relevant to mention here that, so far as is known to me, 
there is but one office which will grant permanent sick- 
ness policies to women practitioners, though many of 
them will do this for men. Further, whereas under the 
N.H.1.P.P. scheme the maximum age at entry for women 
practitioners (not for men) is 40, offices will not normally 
issue sickness policies to women over 35. 


Family Income Benefit 


It will also be appreciated that the family income benefit 
attaching to the N.H.I.P.P. scheme is not so far-reaching 
as some men with dependants might consider necessary 
in the interests of the latter. It should therefore be added 
that, apart altogether from the N.H.I.P.P. scheme, family 
income policies can often be incorporated in existing life 
assurance contracts (involving increased premiums), and 
can sometimes be negotiated separately. -Some companies 
issue special forms of policy consisting of a basic contract, 
either endowment or whole life assurance, to which are 
coupled family income benefits. Family income assur- 
ance provision can, however, be obtained without any 
basic policy ; or can be combined, if desired, with other 


-forms of assurance, such as an educational policy for 


children. On all these matters the Medical Insurance 
Agency can offer skilled advice and service. 


Taken all round, it is the considered opinion of those 
with most experience of insurance as it specially affects 
the medical profession that the N.H.I.P.P. scheme is 
the most valuable proposition—outside an adequate life 
or endowment assurance—that any man or woman in 
the profession can get for the outlay involved. In recom- 
mending the scheme, once more very emphatically, it 
may not be amiss to repeat also the caution that once 
September, 1942, is reached it is morally certain never 
to be made available on such favourable terms at any 
later date. 


(The concluding article of this series will appear on 
October 1, and will deal with motor car and other 
miscellaneous insurances.) 
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THE FUTURE DEVELOPMENT ‘OF THE 
‘HOSPITAL SYSTEM* 


BY 


A. S. M. MACGREGOR, O.B.E., M.D., 
D.P.H., K.H.P. 
Medical Officer of Health, Glasgow 


The provision of hospital facilities by local authorities 
under the Local Government Act, 1929, has been very 
unequal throughout the country. In some areas the 
services are being improved and extended ; in others little 
or no progress has been made. We are accustomed to 
think of the Local Government Act as emphasizing the 
break-up of the Poor Law, but its framers undoubtedly 
had in mind that, among other things, the way would be 
made clear for the provision of an adequate hospital 
service as an integral part of public health, and the 
Act itself gives power to provide it. At present those 
authorities that are entering the field are filling up the 
more obvious gaps in the service and meeting the in- 
creasing demand for hospital treatment. This will be their 
principal aim for some years to come. As evidence of the 
growing volume of the work of municipal hospitals, admis- 
sions to the London hospitals have increased by 25 per 
cent. since 1931, to the Manchester hospitals by 31 per 
cent., and to the Glasgow hospitals by 33 per cent. In 
spite of the increased accommodation which these figures 
imply, all the general hospitals, voluntary and municipal, 
in Glasgow at least, are severely taxed. 


Taking a broad view of the future, the aims of hospital 
policy will be (a) to make good the shortage of beds ; 
(b) to remedy the disparity in the provision of hospital 
and clinic services in different areas ; and (c) to ensure, by 
some fornt of administrative action, that the best use is 
made of the services that exist or that have still to be 
provided. It is clear that hospital facilities of a kind that 
modern medicine requires cannot be adequately developed 
within the confines of many local government areas. 
Co-operation over a wider field is essential, particularly 
for treatment necessitating highly specialized equipment 
and specialized skill. The hospital services have been 


‘reviewed in recent years by a number of authoritative 


bodies set up severally by the State, by the voluntary hos- 
pitals, and by the British Medical Association, and it is 
unnecessary to go over the ground in detail. It is suffi- 
cient to say that they all favour a policy of co-operation 
and development of hospitals over wide areas or regions. 
The word “ regionalism ” in local, government has come to 
stay. As applied to hospital services it is construed in 
various ways—from a simple co-operative arrangement 
entered into voluntarily by the interests concerned to the 
radical proposals of the Royal Commission on Local 
Government in the Tyneside that the present system 
of local government should be replaced by a single 
regional authority to administer the medical and allied 
services over a wide area. As matters stand at present 
the voluntary hospital system is much freer to act region- 
ally than are local authorities, because the powers of the 
latter are permissive only, except as regards Poor Law 
patients, and it is difficult to secure co-operation between 
them. 


Shortage of Beds 


The first problem is the actual shortage of beds and 
the replacement of unsuitable accommodation such as that 


* Read in opening a discussion in the Section of Public Health 
and Hygiene at the Annual Meeting of the British Medical Asso- 
ciation, Plymouth, 1938. 
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in mixed poor-houses. The actual chortage varies in 
different areas within wide limits, but, in general, accom- 
modation is deficient, in the first place, for some general 
medical and surgical conditions, maternity, orthopaedics, 
sick children, and some specialties, as well as for observa- 
tion and diagnosis, and, in the second place, for the large 
group of patients to whom the generic title of “ chronic ” 
is applied. In my experience it is the demand for admis- 
sion of chronic sickness that is interfering with the use 
of the hospitals for work of a more preventive and 
remedial kind. Great delay occurs in securing prompt 
treatment of some of. the simpler surgical conditions. As 
an illustration, the Report on the Scottish Health Services 
quotes an analysis by the Department of Health of returns 
from medical practitioners of patients admitted to 
hospital over a period. These returns showed that, while 
delay in the admission of acute cases was negligible, 
the average waiting period for diseases of the nose, 
accessory sinuses, and tonsils was seventy days ; hydrocele 
and varicocele, sixty-two days ; hernia, thirty-seven days ; 
gynaecological affections, thirty-five days ; varicose veins 
and ulcers, twenty-seven days; haemorrhoids, twenty- 
three days ; chronic appendicitis, twenty-one days ; gastric 
and duodenal ulcer, twenty days. These figures imply in 
many cases delayed treatment, loss of working time, and 
expenditure from insurance and other funds. The Report 
also says that “the evidence submitted on behalf of 
medical practitioners was unanimous that hospital facilities 
were seriously inadequate for patients who, in their 
opinion, required admission for specialist observation and 
diagnosis.” 

The orderly admission of patients in need of short-term 
treatment or short-term observation should be a normal 
function of a general hospital. I do not know the 
position elsewhere, but it is not yet possible to meet these 
requirements, at any rate in Glasgow, because of the 
increased demand in respect of all branches of medicine 
and surgery and the various specialties, maternity, in- 
cluding abortions, pneumonia (for which some 400 beds 
are required each winter), chronic affections, mental 
observation, and so on. The Maternity Services (Scotland) 
Act is likely to increase the demand for ante-natal and 
gynaecological accommodation ; experience alone will tell 
whether the demand for obstetric beds will or will not 
increase. The fact is, that the individualistic trend of 
modern health legislation and the wide range of statutory 
duties devolving on local authorities, coupled with the 
advance of medical science, have augmented the flow 
of patients to the hospitals. It is one of the points made 
by the voluntary hospitals that this flow, which the action 
of the State has quickened, is adding to their difficulties. 


The next broad group for which accommodation is 
defective comprises patients suffering from the more 
chronic forms of ill-health. What is a patient to do who 
requires three or four months or longer to restore or 
improve his health? The duration of treatment he receives 
depends on the accommodation available ; voluntary hos- 
pitals are too busy and have too little room to provide 
long-continued treatment. These patients are found in 
increasing numbers in local authority hospitals suffering 
from such conditions as cardiovascular diseases, rheum- 
atic affections, chronic diseases of the chest, chronic in- 
fective diseases, diseases of the nervous system, and so 
on. It is difficult to resist the feeling that the serious 
condition of many of these patients might have been 
avoided or at least mitigated by earlier prolonged treat- 
ment and continued after-care. Sickness that needs long- 
continued treatment should receive special attention in a 
hospital scheme and should be treated under conditions 
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where modern methods and clinical experience can be 
brought to bear on its investigation and treatment, and 
where supervision after discharge can be continued in 
co-operation with medical practitioners. 


Provision for Chronic Disease 


In my view chronic disease should be provided for in 
a portion of a‘general hospital or in an annexe to it or 
in an auxiliary institution of simpler kind, or in all three 
ways, as may be convenient, but under the same adminis- 
tration. For many subacute and chronic illnesses an 
open-air regime would be preferable to a hospital in the 
centre of a town. It is considered in some quarters that 
the “chronic sick” should be relegated, as in the past, 
to a public assistance institution under the Poor Law. 
The effect of this procedure would be to create three 
hospital systems instead of two—one administered by 
voluntary hospitals, one by health authorities, and a third 
by public assistance under separate administration, thus 
perpetuating the maintenance and treatment of a large 
group of sick persons under the Poor Law. A general 
hospital system should take under its wing all forms and 
stages of sickness and invalidity, providing for them in 
ways Suited to their needs. Provision of homes or insti- 
tutions for incurables would also be the province of 
health administration. 


A hospital system must have an associated outdoor clinic 
system. The scope of outdoor departments of voluntary 
hospitals has grown enormously in recent years. Dr. 
A. K. Chalmers, reviewing the work of these departments 
in Glasgow between 1901 and 1934, found that while the 
numbers attending under the head “ medical and surgical ” 
had only slightly increased, those who came for special 
forms of treatment had increased by 843 per cent. 
Municipal hospital clinics should rather provide mainly 
for (a) supervision of certain patients after discharge 
from hospital, (6) specialist consultant services for medical 
practitioners, and (c) other preventive and remedial 
Statutory services of the local authority. 


Need for Co-operation 


' The second problem is how to prevent ill-balanced 
development of hospital facilities and to make them avail- 
able to the whole population. Although local authorities 
possess the power to provide hospital services, they do not 
all exercise it. Indeed, the boundaries of many local 
authorities enclose areas that are very imperfect units on 
which to found an adequate service, and they should not 
attempt to do so unless they are willing to combine with 
other authorities and with adjacent voluntary hospitals. 
The Report on the Scottish Health Services expresses the 
view that, with some exceptions, “none of the existing 
local health authorities is in a pesition to provide inde- 
pendently a complete hospital service, and the attempt 
to do so, or even to proceed far without regard to the 
needs of, or facilities available in, neighbouring areas, 
would be unfortunate.” This opinion is based, of course, 
on Scottish conditions, but it no doubt applies to the 
country generally. It should not, however, be taken to 
mean that co-operation does not exist. There are one 
or two examples where counties and the burghs in them 


-have entered into joint hospital schemes, or where a 


county finances an extension of a voluntary hospital and 
pays for the treatment of certain types of patient. A 
notable example is the joint administrative scheme for 


Aberdeen and two of its adjacent counties, and the estab- ~ 


lishment of a large central hospital group. 


There is another and wider scheme of co-operation to 
which I might specially refer, because it involves particu- 


larly the smaller voluntary hospital whose preservation and 
improvement are of great importance in any general 
scheme. A good deal of attention has recently been 
given to these hospitals—in particular their isolation, their 
lack of adequate facilities, and the absence of relations with 
a more central hospital. In the Highlands and. Islands 
of Scotland, a large territory sparsely populated and of 
low rateable value, the State has come to the aid of local 
effort. It assists the voluntary hospitals to improve and 
expand. At its instance surgeons have been appointed to 
appropriate centres under local schemes in which the 
voluntary hospitals and the local authorities co-operate, 
the Department of Health contributing to the cost. Quite 
recently a medical specialist has been appointed to the 
Inverness Royal Infirmary, whose services will be available 
for the wide region served by it. These arrangements, 
although as yet incomplete, form the rudiments of a 
regional general hospital service created jointly by the 
State, the voluntary hospitals, and the local authorities. It 
seems to me that an arrangement of this kind would apply 
to other areas of similar character. Its merit lies in the 
fact that it adds to the efficacy of the local hospital in 
co-operation with the local medical practitioners, thereby 
increasing the value of the hospital as a centre of medical 
interest ; the scheme is reinforced by the presence of a 
larger central hospital. 

A large populous region presents problems of co-opera- 
tion that are much more complex. It contains a number 
of hospitals, general and special, of varying size and 
function, and a number of separate local authorities, not 
all equally progressive and not all willing to co-operate 
in a costly major service like hospital provision. Never- 
theless, co-operation for some purposes has grown up 
naturally. For instance, in the area with which I am 
familiar non-pulmonary tuberculosis is concentrated in 
four large well-equipped open-air hospitals covering a very 
wide region ; patients with puerperal infection, ophthalmia 
neonatorum, or genito-urinary tuberculosis, and other 
special cases, are sent from adjacent areas to central 
hospitals in the city; a central clinic for the modern 
treatment of lupus is being set up in the hope that it will 
be widely used; the advantages of a central pneumo- 
thorax refill station are obvious. These are simple 
examples of somewhat loose regional arrangements. 

But regionalism as applied to disease means something 
much more than these spasmodic efforts. An ortho- 
paedic service is a good example of the possibilities of 
regional planning; so also is a service for diabetes, for 
psychological medicine, and so on. Sir Arthur MacNalty 
said in a recent address that it was of national concern 
that facilities for the early and adequate treatment of 
cancer should be readily available to the whole popula- 
tion, facilities which were far from being available at the 
present time. A similar plea could be made in respect of 
various forms of rheumatism and other causes of chronic - 
disability, although they still belong to the experimental 
field. One or two practical points arise. Are we to 
proceed disease by disease, making suitable arrangements 
for each? To what extent should hospitals be disease 
hospitals or area hospitals? Questions of segregation of 
patients for the purposes of special treatment will no doubt 
be determined by advances in medical science. 

~One conclusion is clear enough—that hospital provision 
cannot be left to the unaided efforts of discrete and un- 
related local authorities throughout the country. Every- © 
one is familiar with the highly developed hospital systerns 
of London, Middlesex, and some other large towns and 
areas, but in many districts little or no progress has been 
made. The next logical step for the legislature to take 
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would be to make hospital provision compulsory, but it 


does not require much consideration to see that this step 
would be fraught with great danger to the orderly progress 
of hospital development unless it were accompanied by 
safeguards to prevent overlapping between statutory and 
voluntary hospitals, as well as to secure joint action by 
local authorities, in order to prevent services being 
duplicated and the wrong kind of hospital being built in 
the wrong place. 


The Regional System 


The third problem may be summed up in the term 
“regionalism.” The Cave Committee (1921) recom- 
mended that “hospitals should be part of a concerted 
system with arrangements for defining their functions.” 
The Committee set up by the Voluntary Hospitals Asso- 
ciation (1937) recommended “ the division of the country 
into hospital regions,” with the proviso that “ hospitals 
should be free to refuse unsuitable cases on medical 
grounds.” This rather unpromising condition means, I 
take it, that the statutory hospitals should accept what 
the voluntary hospitals do not want. I feel sure that 
force of circumstances will modify this claim. 


The underlying idea of a regional scheme is that hos- 
pitals of all kinds would function less as independent 
units and more as partners in a hospital service, and that 
each would fall into its appointed place in a general 
scheme. Before that time is reached, however, a number 
of important questions will inevitably arise. Will 
adjacent local authorities agree to co-operate among 
themselves for the provision of an adequate service? 
Will local authorities generally be able to proceed far 
towards the provision of an adequate service without 
additional financial assistance? The Report of the Com- 
mittee on the Scottish Health Services says: “The fact 
that so few local authorities have entered this field is 
attributed mainly to financial difficulties.’ Will it not 
be essential to introduce a measure of central direction 
or control for the purpose of advising and, if need be, 
of determining the situation, size, functions, and standard 
of service of hospitals in accord with modern views? 
Will the voluntary hospitals agree to enter into partnership 
with local authorities and with the Government, and will 
they agree to the grading of hospitals and to co-operation 
with one another on questions of accommodation, 
function, staffing, etc.? 

No one has yet visualized a regional scheme at work. 
What sort of body would administer it and determine 
the manner in which the work is to be shared between the 
voluntary and ‘the statutory hospitals? Difficult and 
intricate questions of a medical kind would arise. The 
changing picture of disease and changing conceptions of 
treatment would demand the greatest flexibility. A 
hospital system cannot follow rigid lines or preconceived 
ideas ; indeed, what is most to be feared would be injury 
to its delicate structure by excessive organizing Zeal. 


The Report of the Committee on the Scottish Health 
Services (1937) makes certain constructive recommenda- 


’ tions which may be summarized as follows: A definite 


obligation should be placed on local authorities to 
supplement existing accommodation if required by the 
central department to do so; a grant of 50 per cent. of 
approved capital expenditure should be made to local 
authorities ; hospitals of all kinds should be viewed as a 
whole and over wide regions, and should be regarded as 
one service, involving general co-operation; regional 
hospital service committees, representing voluntary and 
statutory hospitals with advisory functions, should be 
set up by statute. In these recommendations the diffi- 
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‘culties of administering a regional service are evaded 


rather than faced. To whom is this committee to report? 
Who is to have the final say in the varied technical 
problems that may arise or what body is to be the final 
arbiter? Will these advisory functions range over the 
whole field of disease? How would the more practical 
problems of a medical kind receive due consideration? 
How are the different interests to be welded together? 
I do not know the answers to these questions, but they 
are bound to arise as soon as regionalism begins to take 
shape as a practical proposition. 


In conclusion, the relation between the hospitals, the 
medical practitioners, and the public is not on a very 
sound basis. The municipal hospital admits many patients 
not because hospital treatment is medically necessary but 
because they cannot obtain proper attention at home. 
Although most doctors do a good deal of gratuitous work, 
the method of payment by visit along with other expense 
attendant on sickness is a serious strain in a very large 
number of households in an industrial area. Applica- 
tions for admission to hospital on these grounds are in- 
creasing, aS are also recommendations on behalf of 
patients who desire hospital treatment on grounds of 
sociai convenience. These and other factors make it 
extremely difficult to estimate the number of beds that 
an area is likely to require and to enter upon a construc- 
tive policy. Dr. Veitch Clark says that under present 
conditions the demand for hospital beds in Manchester 
is “increasing at an alarming rate.” The increase in 
Glasgow has delayed the use of the municipal hospitals 
for the purpose of assisting medical practitioners in the 
ways that I have mentioned. 

As regards co-operation with the voluntary hospitals, 
although there are no formal agreements, I think I may 
say that our relations with them are very cordial. Their 
main concern is that the municipality is not providing 
accommodation fast enough to relieve them of some of 
their difficulties. The municipal hospitals are employing 
an increasing number of specialists and are being in- 
creasingly used for teaching of medical students. In view 
of these developments, the question is beginning to arise 
whether there will be enough specialists to go round under 
the present system by which their services are shared 
between voluntary and municipal hospitals. 


Summary 


1. An adequate hospital service is essential for the 
public health ; local authorities are empowered to provide 
it and are expected to co-operate with voluntary hos- 
pitals ; in Scotland the law safeguards the position of the 
voluntary hospitals and the teaching schools. 


2. There is a shortage of provision for some general 
and special purposes and for the more chronic diseases ; 
there is also a lack of consultant services for observation 
and diagnosis to assist medical practitioners. 


3. The demand for hospital treatment by the public is 
steadily growing; the increasing use of voluntary hos- 
pitals by people in good financial circumstances is adding 
to the commitments of statutory hospitals. 

4. Local health authorities in the larger and more pro- 
gressive areas are engaged in filling the obvious gaps in 
the service. 

5. As the powers of local authorities are permissive 
only (except for Poor Law patients), the provision being 
made is very unequal; many local authorities could not 
be expected to provide a service without regard to neigh- 
bouring areas and to neighbouring facilities, voluntary or 
statutory. 
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6. The deficiency will not be properly and uniformly’ 
remedied until a definite obligation is placed on local 
authorities to supplement existing hospital facilities ; 
should this be done, safeguards will be necessary to 
ensure joint consideration of their common problems and 
joint action by adjacent local authorities to avoid over- 
lapping and to secure co-operation with voluntary 
hospitals. 

7. The situation, size, functions, and standards of 
service of statutory hospitals should, at the same time, 
be subject to central control in order to prevent unneces- 
sary duplication of services, to ensure that provision 1s 
adequate in kind and amount, to see that obsolete pro- 
vision for the sick is replaced, and to secure the develop- 
ment of hospital and clinic facilities by regions or by 
suitable geographical areas. 

8. The replacement of the present system of ill- 
balanced growth by an orderly development of hospital 
facilities throughout the country will be impossible of 
accomplishment without substantial grants-in-aid. 

9. It would then be possible to work out on a suitable 
regional basis a scheme of co-operation between local 
authorities and the voluntary hospitals which already 
serve wider areas than do individual local authorities. 


10. In the development of an adequate hospital service 
the relation between the State, the local authorities, and 
the voluntary hospitals could be worked out according 
to local circumstances in such a way as to permit of the 
utmost elasticity and adaptation to changing medical 
requirements. The scheme in the Highlands and Islands 
of Scotland furnishes an example of this co-operation 
which might be extended to rural and semi-rural areas 
of similar character. 

11. When the wider problems of the statutory health 
services generally come to be explored, it may ultimately 
be found that the best solution would be the adoption 
of a complete regional administration under a ‘single 
authority. 


THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 


Incidence of Incapacitating Sickness of Long Duration 


The annual report of the Insurance Acts Committee 
(Supplement, August 20, p. 145) contained a reference 
to an investigation to be made, with the concurrence of 
the Insurance Acts Committee, into the incidence among 
insured persons of incapacitating sickness of long dura- 
tion. It was expected that the investigation would cover 
a period of approximately ten weeks, from the middle of 
September to the middle of December. It is now under- 
stood that for a number of reasons the Ministry has 
decided to spread the inquiry over a somewhat longer 
period. From among the insured persons who are in 
receipt of sickness or disablement benefit some 50,000 will 
be selected and divided into three groups—namely, those 
who have been in receipt of benefit for twelve, seven, 
and three months respectively. The first group will be 
referred by approved societies to the Regional Medical 
Staff between September 19 and November 6, the second 
group between November 7 and December 18, and the 
third group between January 9 and February 26. It will 
be recalled that this is in no sense an investigation into 
individual certification. 


Practitioners’ Credits 


An insurance committee has had under consideration a 
suggestion as to the desirability of steps being taken to 
amend the allocation and distribution schemes so as to 
provide that the various maximum figures of credit 
referred to therein shall be fixed and not subject to 
quarterly calculation. The calculations necessitated by 
the existing schemes cannot be made until the total 
number of units of credit for all practitioners has been 
determined. It is found in practice that acceptances at 
or immediately before quarter day are out of all propor- 
tion to the number of acceptances received during the 
quarter ; in consequence it is not possible to arrive at a 
determination of the figures of credit for all the insurance 
practitioners until some weeks of the ensuing quarter 
have expired. Only at this stage can the figure equivalent 
to 2,500 for the quarter in question be calculated, and 
neither the practitioners nor the committee can be sure 


- of the number of units of credit which may properly be 


allowed as a maximum figure of credit. It is understood 
that in one other area, at any rate, the schemes in force 
provide for the figure of 2,500 (and the maxima applying 
to partners and others) being fixed, so that the practitioner 
knows at any time whether his figure is approaching the 
limit. The insurance committee has formed the opinion 
that the principle of a fixed figure is one which is worthy 
of adoption, and is taking the appropriate steps to submit 
amendments of the allocation and distribution schemes 
for the concurrence of the Local Medical and Panel 
Committee and the consent, in due course, of the Minister 
of Health. 


Alleged Menace to Public Health 


In the course of the investigation of a complaint by a 
medical service subcommittee the following facts were set 
out in the letter of complaint. The insured perscen 
attended the surgery of the doctor on the evening of 
February 14 and was advised to return home and go to 
bed. The doctor visited the patient the next day, gave 
a first certificate, and called again on four consecutive 
days. When the insured person queried the correctness 
of the certificate the doctor stated that it was done to 
enable him to “ get off the club” more easily. A month 
later an intermediate certificate was issued on which the 
diagnosis was given as “scarlet fever.” A certificate 
issued on April 11 for ‘“ dermatitis” was queried by the 
patient, because if it got to the knowledge of his employers 
it would possibly mean him losing his work. The diag- 
nosis on the certificate was then altered by the doctor 
to “scarlet fever.” The member was interviewed on 
behalf of the society and stated that the doctor told his 
wife the first time he called “that her husband had 
scarlet fever.” A health visitor from the local authority 
called at the house at a later date. The insured member 
attended the surgery of the doctor on subsequent dates 
while he was “ peeling” and waited among the other 
patients. When partly stripped for examination scales 
from his body fell on his clothing. The doctor had pre- 
viously advised the wife of the patient to keep their 
children away from him and not to send them to school. 
The society alleged “ that the certificates did not accurately 
show the nature of incapacity. 
allowed to attend the surgery the member was a menace 
to public health.” 

The written reply of the doctor to the complaint stated 


that the case presented difficulty in diagnosis. Originally . 


it appeared to be a typical case of scarlet fever. He 
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sought the advice of the medical officer in charge of the 
jocal authority’s fever hospital, who was not prepared to 
take the patient into the hospital, being of opinion, after 
examination, that it was a case of German measles. 
The insured person’s doctor diagnosed the case as one of 


“tonsillitis” as this was a non-infective condition and | 


would not embarrass the man’s position at work. As a 
precaution he advised that the children should not be sent 
to school. The patient later developed scaling, although 
he had had no other signs of scarlet fever apart from the 
sore throat. The doctor therefore concluded that the patient 
must have had a slight attack of scarlet fever, and 
certified accordingly. The scaling, however, continued for 
an unusual length of time, and he thereupon formed the 
opinion that it could not have been due to scarlet fever, 
but must have been a form of dermatitis or a toxic skin 
eruption: due either to the man’s employment or to the 
tonsillitis. He then sent the patient to the hospital for 
The doctor stated 
in conclusion that the’ allegation by the society that the 
man was a menace to public health was _ unjustified, 
seeing that the diagnosis of scarlet fever had never 
actually been established by himself or the experts. 


The clerk reported that the doctor had notified the 
case as one of scarlet fever to the local authority on 
March 7, 1938. The notification was received on March 
8 and the house of the insured person was inspected on 
March 9 and disinfected on April 27. After retirement of 
the parties the medical members of the subcommittee 
expressed the opinion that the case presented certain 
aspects which made diagnosis difficult, that the suggestion 
that the man at a certain state of the illness was a 
menace to public health was not justified in this particular 
case, and that the medical knowledge of scarlet fever at 
the present day was. different from that in years gone by 
when scarlet fever cases were considered to be most 
dangerous to the public health when “ peeling.” The sub- 
committee found the facts to be that the certificates, as 
issued by the doctor to the insured member, were to the 
best of his knowledge and belief true and accurate state- 
ments as to the cause of disability, and recommended 
unanimously that no further action be taken by the 
committee. 


MEMORANDUM ON SMALL-POX 


The Minister of Health, Mr. Walter Elliot, has recently 
issued a Memorandum on small-pox' drawing the attention 
of local authorities to the possibility which now exists 
of preventing or limiting the spread of small-pox by 
prompt and vigorous action as soon as it is reported 
to have appeared. A recent survey of the world dis- 
tribution of small-pox showed that the strains of small- 
pox infection occurring in different countries were of 
different degrees of virulence or toxicity. These different 
strains breed true over a long series of years. In India 
and other countries of the Far East, and also Northern 
Africa, the prevailing strain is of the virulent type, variola 
major, while in England, Canada, the United States, West 
Indies, Brazil, and South Africa the prevailing strain has 
been recently, or still is, of the non-virulent type, known 
as variola minor, alastrim, or as amaas. In some of these 
countries the importation of the virulent strain has brought 
to light the great difference in toxicity between variola 
major and the local endemic variola minor. The years 
1920-1 in England and Wales marked the virtual dis- 


H.M. 


‘Memorandum Small-pox. 


! Ministry of Health. 
Stationery Office, price 2d. 


appearance of variola major as a serious administrative 
problem and the rise of the minor variety to epidemic 
proportions. 

In 1917 the number of notifications of small-pox in 
England and Wales fell to 7, and then rose almost uninter- 
ruptedly until in 1927 it reached 14,767; thereafter it 
steadily declined. Since 1920 nearly all cases have been 
of the non-virulent type, variola minor, although out- 
breaks of variola major have occurred. In 1936 all the 
notified cases were of variola major, and the infection 
was, in some instances certainly and in others most 
probably, introduced from abroad. These outbreaks were 
rapidly brought under control by prompt action on the 
part of the local authorities. Experience has proved that 
variola major is more easily checked than variola minor, 
because the public is alarmed by the more virulent con- 
dition and willing to aid the local authority in all measures 
of control. The international conventions now in force, 
the vigilance of port health authorities, and the complete 
co-operation between the local authorities and the public 
have much reduced the risk of variola major again 
reaching seriou§ epidemic proportions in this country. 


In dealing with variola minor. the memorandum con- 
tinues, the problem of control has been more difficult. 
Owing to the mildness of the disease difficulty has bee 
caused by cases being either unrecognized or recognized 
too late to afford to their contacts the protection of vaccina- 
tion. A further point is that vaccination of contacts has 
been less readily accepted in districts in which the public 
began to realize that the current small-pox was not a 
killing and rarely a disfiguring disease, and in the absence 
of general alarm, or after its subsidence, there were 
increased difficulties in the way of making inquiries and 
tracing persons who had been exposed to infection. The 
prominence given to the rare occurrence of post-vaccinal 
nervous disease has also discouraged the acceptance of 
vaccination even after exposure to infection. Thus, in 
spite of great efforts and considerable expenditure, variola 
minor has smouldered on in certain parts of the country. 


The question then arose whether its prevention should 
continue to be attempted on the same lines as those of 
variola major, or whether less energetic measures applic- 
able to the less formidable infectious diseases would suffice. 
Most local authorities adhered to the established methods 
of preventing small-pox, but some took the latter course, 
and in place of providing further hospital accommodation 
isolated a proportion of cases in their homes, a procedure 
which did not apparently hinder the decline of the local 
epidemic. Whatever justification there may be for relax- 
ing the standard methods of control owing to the course 
of events there is mone for a policy of indifference. 
Variola minor is not invariably mild or entirely innocent 
of complications and permanent disfigurement. 


Procedure to be Adopted 


In view of these considerations there is put forward in 
the memorandum a summary of the steps which a medical 
officer of health should take on becoming aware that 
small-pox has appeared in his district. The summary 
is as follows: 


1. The medical officer of health should visit the patient 
with the medical practitioner in charge of the case with a 
view to satisfying himself as to the diagnosis. If the patient 
is found to be suffering from small-pox, he should at once be 
removed to a small-pox hospital. 

2. The medical officer of health should report the matter 
forthwith, preferably by telegram, to the Ministry of Health, 
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as required in London be: Article 14 (5) of the aliaiiiaies 
Officers Order, 1926, and outside London by Article 17 (7) 
of the Sanitary Officers (outside London) Regulations, 1935. 

3. Vaccination or revaccination should be offered to con- 
tacts. In doing so the following considerations should be 
kept in mind. The duration of the incubation of small-pox 
is about twelve days counting to the onset of illness, that is, 
an average period of fourteen days before the outcrop of 
the characteristic focal rash. If this period is divided into 
three intervals comprising seven days, three days, and four 
days, then past experience suggests that a successful vaccina- 
tion in the first interval will wholly prevent the attack, in the 
second it will more or less modify the eruption, and in the 
last it will have no influence on the development and course 
of the disease. The pertinent date is not when vaccination 
is performed but when the reaction begins; if the reaction, 
which should be manifest on the third or fourth day, is 
delayed by any cause, then the rise of immunity is deferred. 
For this reason prevention can only be ensured by vaccination 
done within a day or two of exposure and followed by a 
normal reaction. 

4. Contacts should be kept under medical surveillance for 
a period of sixteen days after the last exposure to infection. 
For this purpose it is seldom necessary or dé&irable to isolate 
them in their homes. 

5. The medical officer of health should at once inform the 
public vaccinators and vaccination officers of the name and 
address of every case of small-pox as it occurs, in order that 
all practical methods may be taken to secure prompt vaccina- 
tion or revaccination of persons willing to avail themselves of 
this protection. County councils, county borough councils, 
and metropolitan borough councils are responsible for the 
administration of the Vaccination Acts in their respective 
areas, and in a county district the medical officer of health 
should report his action to the county medical officer of 
health. The medical officer of health is himself empowered 
by the Public Health (Small-pox Prevention) Regulations, 1917, 
to vaccinate or revaccinate contacts. 

6. The infected house and its contents, together with the 
clothing of all persons known to have been in close contact 
with the patient, should be disinfected. In variola minor a 
less stringent standard of disinfection may be adopted at the 
discretion of the medical officer of health. 

7. It is important that all doubtful cases of the disease 
should at once be seen by the medical officer of health, and, 
with this end in view, medical practitioners should be notified 
of the presence of the disease in the district, and invited to 
inform the medical officer of health promptly of any cases 
suspected to be small-pox. 

8. In this connexion the possible confusion with chicken- 
pox should be borne in mind, as should also the fact that this 
disease can be made compulsorily notifiable by the local 
authority on the advice of the medical officer of health, in 
accordance with the procedure set out in Section 147 of the 
Public Health Act, 1936, and Section <a of the Public Health 
(London) Act, 1936. 

9. The medical officer of health should notify the medical 
officers of health of adjoining areas of the occurrence of small- 
pox, in order that they may take any precautionary measure 
which the circumstances require. 

10. In order to ascertain the source from which the case 
of small-pox derived infection, careful inquiry should be 
made concerning the movements of the patient during the 
three weeks preceding the commencement of his attack, and 
particularly on the twelth, thirteenth, and fourteenth days 
prior to the onset of his illness. In this way a case of small- 
pox which has not previously been recognized may be 
discovered. 

11. Public vaccinators and medical officers of health can 
secure a gratuitous supply of lymph on application by. letter, 
telegram, or telephone to the Government Lymph Establish- 
ment, Colindale Avenue, The Hyde, London, N.W.9.; tele- 
graphic address: Defender, Hyde, London ; telephone number: 
Colindale 6041. 


EMERGENCY TREATMENT UNDER THE 
ROAD TRAFFIC ACT 


The action of an insurance company in refusing payment 
of an emergency fee to a doctor attending a road accident 
case on the ground that he had not rendered his claim 
in accordance with the provisions of the Road Traffic 
Act indicates the desirability of reminding practitioners 
once again of the importance of adhering strictly to the 
statutory procedure. 


A medical practitioner who is called upon to render 
emergency treatment to a person injured as the result 
of an accident arising out of the use of a motor vehicle 
on a road must render his account in accordance with 
the Act if he is to qualify for the statutory fee. The Act 
requires that the request for payment must be made either 
orally at the time of the accident or in writing. If it is 
in writing it must either be delivered personally or sent 
by prepaid registered post to the last known address of the 
user of the vehicle within seven days of the date of the 
accident. The claim must be signed by the practitioner, 
and must state his name and address, the circumstances in 
which the emergency treatment was carried out, and that 
the claimant was the first person to provide such 
emergency treatment. 

Many practitioners appear to be under the impression 
that it is correct for them to send their claims direct to 
insurance companies. This is not so. The Act specific- 
ally states that the person using the vehicle at the time 
the event occurred out of which the injury arose is the 
person responsible for the payment of the practitioner's 
fee, and that the claim must be made to that person. It 
is no concern of the doctor whether the user of the 
vehicle has contracted with an insurance company or not, 
and in the event of his having to press his claim in the 
courts it is against the user that he must take his action, 
Fortunately the doctor is not required to assess blame, 
and is entitled to his fee from the motorist whether the 
accident was the motorist’s fault or not. Although the 
majority of insurance companies are observing the spirit 
of the law and pay claims which are not absolutely in 
accordance with the Act, the case quoted above indicates 
how important it is that practitioners should comply fully 
with the provisions of the Act. 

In order to assist its members in making their claims, 
the British Medical Association has prepared a model 
form and an explanatory memorandum on the legal 
position. Members can obtain these documents, gratis 
and post free, from the Secretary, B.M.A. House, 
Tavistock Square, W.C.1. 


The report of the pathological laboratories, London Chest 
Hospital, Victoria Park, for the year 1937 is prefaced by 4 
short summary of the work carried out in the department 
during the period under review. Post-mortem _ records, 
numbering thirty-nine, comprise twenty-four of diseases of 
the respiratory system and thirteen of diseases of the cardi0 
vascular system; also one of cerebral haemorrhage and one 
of subphrenic abscess. Routine laboratory examinations 
totalled 12,269, for out-patients 2,073, for in-patients 10,196. 
In addition 1,846 tests were carried out for various public 
authorities. The report contains reprints of papers published 
by members of the staff and research scholars. The subjects 
dealt with are cytology of the sputum, mitral stenosis and 
pulmonary tuberculosis, the pH of human blood plasma it 
respiratory and cardiac disease, and the influence of haem] 
globin and ferrous ammonium ‘sulphate on the growth of the 
tubercle bacillus. 
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Correspondence 


MEDICAL SERVICE SUBCOMMITTEE CASES 


Sir,—Considerations of space have, unfortunately, not 
allowed me to reply to the various letters that have appeared 
recently in these columns as fully as their writers (and I) would 
have liked to and as the subject itself demands. I must, 
therefore, be brief and general. 

As a London practitioner of twenty-five years’ experience of 
national health insurance work, fifteen years’ panel committee 
work, and at least a decade of active organizing leadership of 
our profession, I am entitled to certain views, to uphold which 
Il am from time to time prepared to expose myself to the 
judicial machinery of insurance committees to obtain more 
justice for the large body of perfectly honest but rather in- 
articulate fellow-practitioners who are more and more intimi- 
dated by the unfair publicity given to a few silly actions 
committed here and there by some unfortunate “ black sheep ” 
and unmercifully exploited all round. 

Of course, the members of medical service subcommittees 
would like everybody to say what splendid fellows they all 
are. And, no doubt, they are—individually. Collectively, 
when sitting in a row at the same table, you would at times 
hardly recognize any difference between their views and those 
of the lay members, when they could have dissented and issued 
a minority report. 

Lately I witnessed a case in which the attitude of the medical 
representatives sitting in judgment on, their fellow-colleagues 
was appallingly weak and suggestive of other motives besides 
the duty to represent the insurance practitioner’s point of view, 
whenever the latter has any semblance of justice. Surely, this 
could not have. been the result of intimidation. I also 
know of another medical service subcommittee the medical 
practitioners who had taken the trouble to appear before the 
subcommittee in test cases deliberately brought up in the 
interests of all insurance practitioners; although now the 
Insurance Acts Committee is gradually awakening to the 
significance of the points raised. 

That the relationship between the medical and the lay 
members on these committees has been steadily improving has 
been noticed and welcomed by no one more than myself. But 
it must not become too good to be good for the practitioners 
appearing before them. Let us beware of totalitarianism even 
in its milder forms! . 

It would be surprising if those who feel themselves aggrieved 
did not take steps to have the matter investigated, for a dis- 
cussion might reveal details such as cannot be brought to light 
here.—I am, etc., 


London, W.10, August 25. GEORGE DE SWIET. 


SHIP SURGEONS AND FEES 


Sir,—Dr. E. Haslett Frazer’s letter in the Supplement of 
July 9 (p. 35) ventilates a legitimate grievance. There are 
boats not on as good a basis as one he mentioned. For 
instance, an Australian line engages a doctor for one voyage 
Only on its numerous ships, so that he can be paid off on 
return to Sydney in order to save the company a few days’ 
expenses before his transfer to another boat. He must pay 
a medical agent a fee to secure appointment. Formerly the 
ship’s surgeon was paid from £25 to £28 a month. During the 
depression the rate was lowered to £15, at which it remains, 
although the depression is over. The shipping companies, 
seeing that only individuals protested, then brought in a rule 
that there should be no charge for medical attendance on 
second-class passengers. This is much stressed at shipping 
Offices to induce passengers to travel. They say, in effect, 
“We will not carry you free or even at half rates, but we 
will supply you with a free doctor.” 

I have to supply my own uniforms, pay the company for 
badges, pay for my laundry, which is heavy in the Tropics, 
and give gratuities to the stewards, and I am frowned on by 
the company if most of my salary is not devoted to enter- 
laining passengers. Many doctors in lucrative practices take 


these appointments. (I always paid my passage when in 
practice.) The shipping companies trade on this, and it makes 
it very hard for those who through ill-health or other reasons 
have to depend on this calling for a living. The officers, 
engineers, and seamen have all separate unions which see that 
they get a fair deal—I am, etc., 

Melbourne, Australia, August 30. 


“ HOPEFUL.” 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, 
TAVISTOCK SQUARE, LONDON, W.C.1. 


Addresses, etc. 


SECRETARY (Telegrams: Medisecra Westcent, London). 

Epitor, British MEDICAL JourNAL (Telegrams: Aitiology..Westcent, 
London). 

SUBSCRIPTIONS, ADVERTISEMENTS, 
Westcent, London). 

Telephone numbers of British Medical Association and British 

Medical Journal, Euston 2111 (internal exchange, five lines). 

ScoTTISH SECRETARY: 7, Drumsheugh Gardens, Edinburgh. (Tele- 
grams: Associate, Edinburgh. Tel.: 24631 Edinburgh.) 

Cumann Docttiri na h-EFireann (I.M.A. and B.M.A.): 18, Kildare 
(Telegrams: Bacillus, Dublin. Tel.: 62550 

ublin. 


etc. Telegrams: Medisecra 


Diary of Central Meetings 
SEPTEMBER 


‘22 Thurs. Insurance Acts Committee, 11.30 a.m. 


OcTOBER 


4 Tues. Orthopaedic Surgeons Group, 2 p.m. 


Important Notice concerning Appointments 


The attention of medical practitioners is drawn to the 
important notice concerning appointments which is pub- 
lished each week in the advertisement columns of the 
Journal. This notice asks practitioners to communicate 
with the Secretary of the British Medical Association 
betore applying for any of the appointments listed therein. 
It appears this week at page 53. 


Middlemore Prize 


The Middlemore Prize consists of a cheque for £50 and 
an illuminated certificate, and was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 
the Council of the British Medical Association may from 
time to time select in any department of ophthalmic 
medicine or surgery. The Council is prepared to con- 
sider an award of the prize in the year 1939 to the author 
of the best essay on: “ The underlying causes of glaucoma, 
including notes on the lines of inquiry which have been 
pursued, with suggestions as to future research in clinic 
and laboratory.” Essays submitted in competition must 
reach the Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1, on or before 
December 31, 1938. Each essay must be signed with a 
motto and accompanied by a sealed envelope marked on 
the outside with the motto and containing the name and 
address of the author. In the event of no essay being of 
sufficient merit the prize will not be awarded in 1939. 


Sir Charles Hastings Clinical Prize 


The Sir Charles Hastings Clinical Prize, which consists of 
a certificate and a money award of fifty guineas, is again 
open for competition in respect of 1939. The following 
are the regulations governing the award: 


1. The prize is established by the Council of the British 
Medical Association for the promotion of systematic observa- 
tion, research, and record in general practice; it includes a 
money award of the value of fifty guineas. 

2. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 
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3. The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. It is 
to be noted that candidates in their entries should direct their 
attention mainly to their own observations in practice rather 
than to comments on previously published work on the subject, 
though reference to current literature should not be omitted 
when it bears directly on their results, they interpretations, and 
their conclusions. 


4, Essays, or whatever form the candidate desires his work 
to take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than December 31, 
1938. The prize will be awarded at the Annual General 
Meeting of the Association to be held in July, 1939. 


5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any 
subsequent year unless it includes evidence of further work. 
A prize-winner in any year is not eligible for a second award 
of the prize. 


6. If any question arises in reference to the eligibility of the 
candidate, or the admissibility of his or her essay, the decision 
of the Council on any such point shall be final. 


7. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto, and enclosing the 
candidate’s name and address. 


8. The writer of the essay to whom the prize is awarded 
may, on the initiative of the Science Committee, be requested 
to prepare a paper on the subject for publication in the 
British Medical Journal, or for presentation to the appropriate 
Section of the Annual Meeting of the Association. 


9. Inquiries relative to the prize should be addressed to the 
Secretary. 


Branch and Division Meetings to be Held 


LANCASHIRE AND CHESHIRE BrRANCH.—At Manchester Royal Infir- 
mary, Thursday, September 22, 4 p.m. Dr. Roberts: ‘ The 
Recent Developments in the Serum Treatment of Pneumonias.” 
This address will be followed by a film, ‘“* The Management of 
Pneumonias.” 

METROPOLITAN COUNTIES BRANCH: KENSINGTON DiIvision.—At 
St. Mary Abbot’s Hospital, Marloes Road, W., Friday, September 
30, 8.45 p.m. Clinical cases will be shown. Mr. N. Bishop 
Harman (Honorary Treasurer of the British Medical Association): 
“The National Ophthalmic Treatment Board,” to be followed by 
a film *“ Eyes Right.’ All members of the medical profession are 
invited to attend. At the British Postgraduate Medical School, 
Ducane Road, W., on Mondays, beginning November 14 and 
ending December 19, inclusive, at 8.30 p.m. Air raid precaution 
lectures, to be given by Colonel J. Mackenzie, a Home Office 
instructor. These lectures are open to all members of the medical, 
dental, and veterinary professions. 

METROPOLITAN COUNTIES BRANCH: LEWISHAM Division.—At 
Lewisham Hospital, High Street, $.E.13, Tuesday, September 20, 
3.45 p.m. Clinical meeting. 

METROPOLITAN COUNTIES BRANCH: WESTMINSTER AND HOLBORN 
Division.—At~ Westminster City Hall, Charing Cross Road, W.C., 
Thursday, September 22, 8 p.m. Air raid precautions lecture. 

SOUTH-WESTERN BRANCH: ToRQUAY  Division.—At Torbay 
Hospital, Torquay, Friday, September 23, 8.30 p.m. A class of 
instruction in air raid precautions. 

WILTSHIRE BRANCH: . TROWBRIDGE Division.—At Melksham 
Hospital, Wednesday, September 21, 3 p.m. Social meeting. 

WORCESTERSHIRE AND HEREFORDSHIRE BRANCH.—At Herefordshire 
General Hospital, Thursday, September 22, 3.15 p.m. Air raid 
precautions lecture. 

YORKSHIRE BRANCH: HUDDERSFIELD Division.—At Huddersfield 
Royal Infirmary, Tuesday, September 20, 8.30 p.m. Report of 
representative at Annual Representative Meeting at Plymouth, and 
consideration of a circular on maternal mortality. 


POSTGRADUATE COURSES FOR INSURANCE 
PRACTITIONERS 


Two vacancies have occurred in connexion with the course 
at Leeds University beginning on October 10, and two for 
the course at Manchester University beginning on October 17. 
Each course lasts two weeks, and the main conditions of 
eligibility are that not less than five years have elapsed since 
the applicant’s first registrable qualification, and that he or 
she has a list of no fewer than 300 insured persons, or 150 
insured persons if in rural practice. Any insurance practi- 
tioner desiring to apply for one of these vacancies should 
obtain a form of application from the Secretary, Insurance 
Acts Committee, British Medical Association House, Tavistock 
Square, London, W.C.1. 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces that an_ evening 
course on diseases of the heart and lung, suitable for M.R.C.P, 
candidates, is being given on Mondays, Wednesdays, and 
Fridays, at 8 p.m., at the Royal Chest Hospital. A_ three 
weeks’ course in neurology, intended for D.P.M. candidates, 
will be given at the West End Hospital for Nervous Diseases 
three afternoons weekly, from October 3 to November 25, 
Other courses have been arranged as follows: proctology at 
Gordon Hospital, all day, September 26 to October 1 ; medi- 
cine, surgery, and the specialties at Metropolitan Hospital, 
all-day, October 3 to 8; dermatology at St. John’s Hospital, 
afternoons, October 3 to 31. Week-end courses will be given 
during October (each occupying the whole of a Saturday and 
Sunday) as follows: fevers, at Park Hospital, October 1 and 
2: cancer, at Royal Cancer Hospital, October 15 and 16; 
obstetrics, at City of London Maternity Hospital, October 22 
and 23; and physical medicine, at St. John Clinic and Insti- 
tute of Physical Medicine, October 29 and 30. Demonstra- 
tions, intended for M.R.C.P. candidates, will be given on pul- 
monary tuberculosis, at Preston Hall, near Maidstone, on 
Saturdays, October 1 and 8. Courses are open only to 
members of the Fellowship (1, Wimpole Street, W.1), to whom 
application should be made. 


A series of lectures on psychopathology and psychotherapy 
for medical graduates has been arranged by the Tavistock 
Clinic, Malet Place, W.C.1, beginning with a week-end course 
on marriage problems to be held on October 1 and 2 at 
11 a.m. This is followed by a series of systematic lectures 
starting on October 6. The year’s clinical course, to which 
the number of doctors that can be admitted is limited to 
twelve, consists of the systematic lectures, together with practice 
in the treatment of patients, private supervision from senior 
members of the staff, and tutorial classes for the discussion 
of clinical difficulties. There is also a second year’s course 
for those intending to specialize in psychotherapy. In place 
of the second year’s course for the treatment of adults a 
course of clinical training in the children’s department may be 
taken by those intending to specialize in the psychological 
disorders in childhood. 

A course of eight lectures on the principles of mental health 
will be given on Tuesdays at 6 p.m., beginning October 11, at 
the Clinic, by Dr. J. A. Hadfield, and the fee for the course is 
£1 Is., or 3s. 6d. for a single lecture. 

There are also lecture courses for teachers, educationists, 
and those trained to work with children, and seminars for 
magistrates. Fuller particulars of the above courses, etc. 
can be obtained from the Educational Secretary at the Clinic. 


A special course will be held at the National Hospital for 
Diseases of the Heart, Westmoreland Street, W., from October 
3 to 14. The course is limited to twenty, the fee is £7 7s. 
and admission will be by special ticket only. Applications 
should be addressed to the dean. 


Dr. Douglas Guthrie will deliver the annual address on 
“The Physiology of the Vocal Mechanism” at the Central 
London Throat, Nose, and Ear Hospital, Gray’s Inn Road, 
W.C., on Friday, October 21, at 4 p.m. The following courses 
will be held at the hospital during the winter session: Sep- 
tember 21 to 30; November 2 to 11; January 18 to 27; and 
March 22 to 31, methods of examination and diagnosis. 
October 3 to 15 and April 17 to 29, anatomy and physiology 
for Part I of the D.L.O. examination. October 17 to 29 
and May 1 to 13, clinical course for Part II of the D.L.O. 
examination, including peroral endoscopy class and pathology 
and bacteriology class. November 14 to 26 and May 15 to 27, 
revision class for D.L.O. Part II students. November 21 to 
26 and June 5 to 10, general practitioners’ week. Postgraduate 
lectures by members of the hospital staff will be given on 
Fridays at 4 p.m. from November 4 to April 1 (except 
December 23 and 30). Details will be published in the post 
graduate diary column of the Supplement week by week. 


A series of postgraduate lecture-demonstrations will be given 
at the Leeds Public Dispensary and Hospital by members of 
the hospital staff on Wednesdays at 4 p.m. from October 19 
to December 14 inclusive. Details will be published in the 
diary column of the Supplement week by week. 


A series of clinical demonstrations will be given at Mam 
chester Royal Infirmary on Fridays, at 4.15 p.m., from 
September 23 to December 9 inclusive. Details will be pub- 
lished in the diary column of the Supplement week by week. 
Dr. E. Bosdin Leech will deliver the Lloyd Roberts Lecture 
on “Early Medicine and Quackery in Lancashire” of 
Tuesday, November 15, at 4.15 p.m. ; 
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FELLOWSHIP OF MEDICINE AND POSTGRADUATE MEDICAL ASSOCIA- 
TION, 1, Wimpole Street, W.—West End Hospital for Nervous 
Diseases, Welbeck Street, W.: M.R.C.P. Course in Neurology. 
Physiology Lectures for Primary F.R.C.S.: Mon., Wed., and Fri., 
5.30 p.m. Brompton Hospital, S.W.: Tues. and Fri., 5.15 p.m., 
M.R.C.P. Course in Chest Diseases. National Temperance 
Hospital, Hampstead Road, N.W.: Tues. and Thurs., 8 p.m., 
Clinical and Pathological M.R.C.P. Course. Royal Chest 
Hospital, City Road, E.C.: Mon., Wed., and Fri., 8 p.m., 
Advanced Course in Chest and Heart Disease (open to non- 
members). Royal Westminster Ophthalmic Hospital, High 
Holborn, W.C.: September 24 and 25, Course in Ophthalmology. 


CENTRAL LONDON THROAT, NOSE AND Ear Hospitav, Gray’s Inn 
Road, W.C.—Wed., Thurs., and Fri., Course in Methods of 
Examination and Diagnosis. 


GiasGow UNIversity.—At Tennent Memorial Building, Church 
Street, Glasgow, Tues., 4.30 p.m., Dr. John Marshall: Cataract; 
Consideration of Recent Work on the Chemistry of the Lens as 
it Affects the Development of Cataract. 


MANCHESTER ROYAL  INFIRMARY.—FYri., 


4.15 p.m., Mr. 
Rayner: Surgical Cases. 


H. H. 


Naval, Military, and Air Force 
Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Commanders J. E. Clark to the Drake, for Royal Naval 
Barracks; G. Kirker to the Pembroke, for Chatham Dockyard; 
J, B. Crawford to the Pembroke, for Royal Naval Barracks. 

Surgeon Lieutenant-Commander R. A. Graff to be Surgeon 
Commander. 

Surgeon Lieutenant-Commanders W. V. Beach to the Dyake, 
for Royal Naval Hospital; F. W. Chippindale to the Drake, for 
a% Marine Infirmary; J. A. Page to the President, for course; 
T. B. Lynagh to the Victory, for Royal Naval Barracks (October 5), 
and to the Berwick (undated); G. Rorison to the Woolwich. 

Surgeon Lieutenants A. G. C. Toomey to the Caledonia; M. Cay 
to the Victory, for Royal Naval Barracks (September 14), and to 


the Victory, for Royal Naval Hospital, Haslar (October 3); F. H. 
Lamb to the Curacoa. 


ROYAL ARMY MEDICAL CORPS 


Lieutenants G. M. Robertshaw, S. F. Cranston, W. L. H. L. 
Bell, R. H. Spurrier, and J..W. Greenfield to be Captains. 

Lieutenant (on probation) J. H. Prain has been seconded under 
the Me of Article 213, Royal Warrant for Pay and Promo- 
tion, 1931. 


W. Windsor and H. M. S. G. Beadnell to be Lieutenants (on 
probation). 


ROYAL AIR FORCE MEDICAL SERVICE 

Air Commodore B. A. Playne, .D.S.O., has been placed on the 
retired list at his own request. 

Squadron Leader C. Crowley to No. 4 School Technical Training 
(Men), St. Athan, for duty as Medical Officer. 

Flight Lieutenant P. A. Lee to R.A.F. Station, Aldergrove. 

Flight Lieutenants C. M. Carlyle-Gall, W. J. L. Dean, and 
T. J. M. Gregg have been transferred to the Reserve, Class D. 


REGULAR ARMY RESERVE OF OFFICERS 
RoyaL ARMY MEDIcaL Corps 


Captain G. F. E. Ramsden, from Supplementary Reserve of 
Officers, R.A.M.C., to be Captain, and has retained his present 
seniority. 

SUPPLEMENTARY RESERVE OF OFFICERS: ROYAL ARMY 
MEDIcaL Corps 


A. M. Critchley to be Lieutenant. 


TERRITORIAL ARMY 
RoyaL ARMY MEDIcAL Corps 


Lieutenant-Colonels J. O. Thomas, M.C., T.D., J. F. O’Grady, 
coe _ W. McK. H. McCullagh, D.S.O., M.C., to be Brevet 
onels. 
Major G. W. Wright, T.D., has resigned his commission and 
tetained his rank, with permission to wear the prescribed uniform. 
Major W. R. Martine, M.B.E., T.D., from supernumerary for 
service with O.T.C., to be Major. 
Captain and Brevet Major E. C. Woodhead to be Major. 
Captain H. W. L. Nichols to be Major. 
A. Harrison-Hall and D. G. Morgan to be Majors. 
Captain J. McG. Rogan has resigned his commission on appoint- 
ment to the R.A.F. ; 
Lieutenant T: G. Armstrong to be Captain. 
Lieutenant J. Davidson, from Territorial Army Reserve of 
Officers (4th Battalion Gordons) to be Lieutenant.* _ 
Lieutenant C. I. Murphie, from 64th Field Brigade, Royal 


Artillery, to be Lieutenant. 


To be Lieutenants: J. L. Lovibond, late Cadet S. Sergeant, 
Cambridge University Contingent, Senior Division, O.T.C.; 


W. Milburn, late Cadet, King Edward’s School (Bath) Contingent, 
Junior Division, O.T.C. 


TERRITORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
MEDICAL Corps 
Lieutenant-Colonel T. H. Forrest, D.S.O., having attained the age 
limit, has relinquished his commission and retained his rank, with 
permission to wear the prescribed uniform. 
Captain G. Chesney, late R.A.M.C. (Special Reserve), to be 


Captain. 
INDIAN MEDICAL SERVICE 


Lieutenant-Colonels B. H. Kamakaka and J. A. Sinton, V.C., 
O.B.E., have retired from the Service. 
Captain A. K. Gupta to be Major (Probl.). . 
Captain A. G. Khan (S.S.) has relinquished his commission. 
Lieutenant A. A. Khan has relinquished his temporary com- 
mission. 
COLONIAL MEDICAL SERVICE 


The following appointments have been announced: A. C. E. 
Coll, M.B., B.Ch., and G. A. MacGregor, M.B., Ch.B., Medical 
Officers, Tanganyika Territory; J. K. Hunter, M.B., Ch.B., Medical 
Officer, Uganda; E. A. Keith, M.B., Ch.B., Medical Officer, 
Northern Rhodesia; O. N. Ransford, M.B., Medical Officer, 
Nyasaland; A. R. C. Young, M.R.C.S., L.R.C.P., Medical Officer, 
Somaliland; E. Cochrane, M.B., Ch.B., D.P.H., Senior Medical 
Officer, Grenada, Windward Islands; H. G. Fitzmaurice, L.R.C.P. 
and S.Ed., Senior Medical Officer, Nyasaland; W. P. H. Lightbody, 
L.R.C.P. and S.Ed., D.T.M. and H., D.P.H., Director of Medical 
Services, Sierra Leone; J. A. Taylor, M.B., Ch.B., D.T.M. and H., 
Medical Officer (Grade II), Fiji; S. Jaikaran, M.R.C.S., 


L.R.C.P., and F. A. Viapree, M.B., Ch.B., Government Medical 
Officers, British Guiana. 


VACANCIES 


All advertisements should be addressed to the 
Advertisement Manager and NOT to the Editor 


RESIDENT POSTS 

Roya. INFIRMARY.—Full-time Surgical Registrar. Salary 

p.a. 

Beprorp County HospitaL.—First H.S. (male). Salary £155 p.a. 

BIRMINGHAM MENTAL Hospitat.—(1) Whole-time Deputy 
Medical Superintendent (male) for Winson Green Division. (2) 
J.A.M.O. (female, unmarried) for Winson Green Division. 
Salaries £625: p.a. and £350-£25-£450 p.a. respectively. 

BIRMINGHAM MATERNITY HospitaL.—H.S. Salary £75 p.a. 

BRADFORD: RoyaL INFIRMARY.—(1) Two H.P.s. (2) Five H.S.s. 
Males, unmarried. Salaries £150 p.a. each. 

Bury St. EDMUNDS: WEsT SUFFOLK GENERAL HospiTaL.—(1) H.S. 
(2) H.P. Salaries £180 p.a. and £150 p.a. respectively. 

CAMBRIDGE: ADDENBROOKE’S HospitaL.—(1) H.P. (2) H.S. to 
Special Departments. Males, unmarried. Salaries £130 p.a. each. 

CANTERBURY: KENT AND CANTERBURY HospiTaL.—H.S. (male, un- 
married). Salary £125 p.a. 

CaRDIFF: KING EpwarD VII WELSH NATIONAL MEMORIAL ASSOCIA- 
TION.—(1) M.O. and (2) A.M.O. for Glan Ely Hospital, Fair- 
water, near Cardiff. Unmarried. Salaries £350 p.a. and £200 p.a. 
respectively. 

DaRLINGTON MEMORIAL HospiTaL.—H.S. for Adult Surgical Wards. 
Salary £150 p.a. 

— HOsPITAL FOR Sick CHILDREN.—H.S. (female). 

p.a. 

Devonport: PRINCE OF WALES’s HospitaL.—(1) Senior H.S. (2) 
J.H.S. Salaries £130 p.a. and £120 p.a. respectively. 

DOoncASTER ROYAL INFIRMARY.—H.P. (male). Salary £150 p.a. 

EaLING: KinG Epwarp MemoriaL Hospitat.—(1) M.O. (2) H.S. 
Males. Salaries £275 p.a. and £150 p.a. respectively. 


Salary 


HospitaL FoR SicK CHILDREN, Southwark, S.E.—H.P. 


(male). Salary £120 p.a. 

HarLow Woop OrtTHOPAEDIC Hospital, near Mansfield. Two H.S.s 
(males). Salaries £200 p.a. each. 

HospitaL OF St. JOHN AND St. ELizaBeTH, 60, Grove End Road, 
N.W.—H.S. (male). Salary £75 p.a. 

HospitaL FOR SIcK CHILDREN, Great Ormond Street, .W.C.—(1) 
Two H.P.s. (2) Two H.S.s. Unmarried. Salaries £50 p.a. each. 

Hove GENERAL HospitaL.—J.M.O. (male). Salary £120 p.a. 

CorporaTION HEALTH DEPARTMENT.—J.M.O (female, un- 
married) for Hull Municipal Maternity Home and _ Infants’ 
Hospital. Salary £100 p.a. 

Hutt Roya INFIRMARY.—(1) H.S. to Ophthalmic and Ear, Nose, 
and — Departments. (2) Second H.P. Males. Salaries £150 

.a. each. 

KinG GeEorGE Hospirat.—Anaesthetist (male). 

150 p.a. 

LANCASHIRE County CounciLt.—J.M.O. (male, unmarried) for Park 
Hospital, Davyhulme, near Manchester. Salary £250 p.a. 

LiverPoo. Ciry.—Full-time Deputy Medical Superintendent and 
Senior Obstetrical and Gynaecological Officer (unmarried) for 
Mill Road Infirmary. Salary £450-£25-£500 p.a. 


Salary 
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Liverpoot Eye Ear INFRMARY.—(1) Ophthalmic H.S. (2) 
Aural H.S. Salaries £120 p.a. 

Lonpon County Councit.—(1) A.M.O.s (Grade I) for (a) Lambeth 
Hospital, Brook Drive, Kennington, S.E., (b) St. Giles’ Hospital, 
St. Giles’ Road, Camberwell, S.E., (c)’ St. Nicholas Hospital, 
Plumstead, S.E. (2) A.M.O.s agg Il) for (d) Archway 
Hospital, Archway Road, Highgate, N., (e) Fulham Hospital, 
St. Dunstan’s Road, Hammersmith, W., (f) Highgate Hospital, 
Dartmouth Park Hill, N., (g) Mile End Hospital, Bancroft Road, 
Mile End, E., (A) St. ’Alfege’s Hospital, 48, Vanbrugh Hill, 
Greenwich, S.E., (i) St. Mary Islington Hospital, Highgate Hill, 
N., (j) St. Olave’s Hospital, Lower Road, Rotherhithe, S.E., 
(k) St. Stephen's Hospital, 369, Fulham Road, S.W. (c) and (d) 
are male appointments only. Unmarried. Salaries £350-£25-£425 
p.a. and £250 p.a. respectively. 

ered AND NorTH SUFFOLK HospitaL.—J.H.S. (male). Salary 
£12 

City.—J.A.M.O. (Grade II) for Monsall 
Hospital for Infectious Diseases. Salary £250 p 

METROPOLITAN Hospital, Kingsland Road, E-<i) Senior H.P. 
(2) oe H.S. (3) J.H.P. (4) J.H.S. Males. Salaries £100 
p.a. each. 

MEXBOROUGH : MontaGu Hospitrat.—H.S. (male). Salary £175 p.a. 

MIDDLESBROUGH: NorTH RIDING INFIRMARY.—Senior H.S. (male, 
unmarried). Salary £175 p.a. 

MippDLesEx County Councit.—{1) A.M.O.s (males, unmarried) 
for (a) Central Middlesex County Hospital, Willesden, N.W., 
(b) West Middlesex County Hospital, Isleworth, (c) County Sana- 
torium, Clare Hall, Barnet. (2) Casualty M.O. for Redhill 
County Hospital, Edgware. (3) Two J.A.M.O.s for Redhill 
County Hospital, Edgware. Salaries £400-£25-£475 p.a., £350 p.a., 
and £250 p.a. respectively. (4) Three J.A.M.O.s for North 
Middlesex County Hospital, Silver Street, Edmonton, N. Salaries 
£250 p.a. each. 

Neweport: Royat Gwent Hospirat.—C.Q. Salary £150 p 

NOTTINGHAM: CHILDREN’S HospitaLt.—H.S. £150 


p.a. . 
NorrinGHAM City Hospitat.—A.M.O. Salary £350-£25-£450 p.a. 
PortsMouTH CitTy.—J.A.M.O. (male, for St. Mary’s 

Municipal Hospital. Salary £250 p 
Preston CouNTy BorouGH.—J.A.M (female) for Sharoe Green 

Hospital. Salary £100 p.a. 

Preston Roya INFIRMARY.—H.S. Salary £150 p.a. 

Princess Beatrice Hospitat, Earl’s Court, S.W.—(1) Surgical 
Officer (male). (2) H.P. and C.O. (3) C.O. and Obstetric H.S. 
Salaries £200 p.a., £110 p.a., and £110 p.a. respectively. 

Princess LOUISE KENSINGTON HOSPITAL FOR CHILDREN, St. Quintin 
Avenue, North Kensington, W.—H.P. (male). Salary £120-£150 


p.a. 

RADIUM INSTITUTE AND MOuNT VERNON Hospital, 1, Riding House 
Street, W.—H.S. for Mount Vernon Hospital, Northwood. 
Salary £150 p.a. | 

RICHMOND: Royat HospiraLt.—J.H.S. (male). Salary £100 p.a. 

RocHDALE County BorouGH.—Senior A.M.O. (male, unmarried). 
Salary £350-£25-£450 p.a. 

RoyaL WESTMINSTER OPHTHALMIC Hospitat, High Holborn, W.C.— 
Third H.S. (male). Salary £100 p.a. 

St. Joun’s Hospitat, Lewisham, S.E.—H.P. (male). Salary £100 


p.a. 

ScarBorouGH HospiraL, Yorkshire—({1) H.S. (2) H.P. Females. 
Salaries £150 p.a. each. 

— CHILDREN’S HospitaL.—H.S. (male, unmarried). Salary 

p.a. 

SHREWSBURY: RoyaL Satop INFIRMARY.—Surgical Officer (male). 
Salary £250 p.a. 

SOUTH-EASTERN HOospPiITAL FOR CHILDREN, Sydenham, S8.E.—M.O. 
Honorarium £100 p.a. 

Titpury Hospirat, Essex.—H.S. (male). Salary £140 p.a. 

Weir HospiraL, Weir Road, Balham, S.W.—Senior M.O. (male, 
unmarried). Salary £250 p.a. 

West BROMWICH AND District GENERAL Hospital (INCORPORATED). 
—(1) ty (2) Casualty H.S. Males, unmarried. Salaries £200 
p.a. each. 

AND West CUMBERLAND Hospitat.—H.S. Salary 

p.a 

WorceEsTeER COUNTY AND City MENTAL HospitaL, Powick.—A.M.O. 

(male, unmarried). Salary £350-£25-£450 p.a. 


NON-RESIDENT POSTS 


BaTrerseEA GENERAL HospitaL, S.W.—Part-time C.O. Salary £60 
p.a. 

BIRMINGHAM: Ear AND THROAT HospitaL.—Third H.S. Salary £150 
p.a. 

EASTBOURNE : 

GrosvENOR HOospITAL FOR WOMEN, 
Hon. Anaesthetist. 

HospitaL FOR SicK CHILDREN, Great Ormond Street. W.C.— 
(1) Part-time Out-patient M.O. Salary £150 p.a. (2) Three 
Out-patient Surgical Assistants. Honoraria £50 p.a. each. 

LrverPpooL Heart Hospitat.—({1) Hon. Assistant P. (2) Research 
Fellow for Institufe for the~Prevention of Disease (£250 p.a.). 
These two positions may be held by the same gentleman. 

Princess LOUISE KENSINGTON sat Sig FOR CHILDREN, St. Quintin 
Avenue, North Kensington, W.—Hon. 

Royat NortHern Hospitat, Holloway, N.—Whole-time Tuber- 
culosis Officer for the Borough of Islington Tuberculosis Dispen- 
sary (North). Salary £750 p.a. 


RoyaL Eye Hospirat.—H.S. Salary £100 p.a. 
Vincent Square, S.W.— 


VACANCIES AND APPOINTMENTS 


WILLESDEN GENERAL Hospitat, Harlesden Road, N.W.—Assistant 


“EXAMINING Factory SURGEONS.—The following vacant appointments 


SUPPLEMENT 10 THE 
British MEDICAL JOURNAL 


Royat Society oF Mepicine, 1, Wimpole Street, W.—Whole-time 
Assistant Editor of Proceedings. Initial salary according to 
experience, but not less than £350 p.a. 


UNCLASSIFIED 


BIRMINGHAM City EpucaTion COMMITTEE.—Assistant School M.O, 
(male). Salary £500-£25-£700 p.a. 

BIRMINGHAM UNIversity.—Chair of Anatomy. Stipend £1,000 p.a. 

Dewsbury County BorouGH.—(1) Assistant M.O.H. and ‘Assistant 
School M.Qy (2) Whole-time Assistant School Dentist. Salaries 
£500-£25-£700 p.a. and £450 p.a. respectively. 

Dorset County.—Whole-time Assistant County M.O. and M.O.H, 
(male) for Wareham Borough, Wareham and Purbeck Rural 
District, and Swanage Urban District. Salary £800 p.a. 

GLOUCESTERSHIRE.—M.O.H. for Dursley and Thornbury Rural 
Districts in County of Gloucester, and A.M.O. under Gloucester- 
shire County Council for purposes of school inspection only, 
Salary £800-£900 p.a. 

GrosvENOR HosptraL FOR WOMEN, Vincent Square, S.W— 
Gynaecological S. 

Corporation HeaLTH DEPARTMENT. M.O.H. 
(female, unmarried). Salary £600-£25-£700 p 

Kent ADMINISTRATIVE CouNTY.—Whole-time Officer 
(male). Salary £750-£937 10s. p.a. 

New ZEALAND: WELLINGTON HospiraL Boarp.—(1) Surgical 
Registrar and (2) Medical Registrar to the Wellington Hospital. 
Salaries £500 p.a. each. 

NEWCASTLE-UPON-TYNE CITY AND eres —Assistant Child Welfare 
M.O. Salary £500-£25-£700 p 

Royat Cancer Hospitac "Fulham Road, S.W.—Two Full- 
time Assistant Radiologists. One for Diagnostic Department and 
one for Therapeutic Department. Salaries £350 p.a. each. 

Surrey Country Councit.—(1) Whole-time Tuberculosis Officer, 
(2) Whole-time A.M.O. Males. Salaries £750-£50-£950 
and £600-£20-£700 p.a. respectively. 

WAKEFIELD: West RIDING OF YORKSHIRE COUNTY COUNCIL.— 
Assistant Tuberculosis Officer. Salary £500-£25-£700 p.a. 


Surgical Officer. Honorarium £50 p.a. 


are announced: Tadcaster (Yorkshire, West Riding); Sandbach 
(Cheshire); Blaenavon (Monmouthshire); Ramsgate (Kent); 
Aston (Birmingham) (Warwickshire). Applications to the Chief 
Inspector of Factories, Home Office, Whiteha]l, S.W.1, by 
September 27. 


Mepicat REFEREE’ UNDER THE WORKMEN'S COMPENSATION 1925, 
for Seaham Harbour and Sunderland County Court Districts 
(Circuit No. 1!) and Durham County Court District (Circuit 
No. 2). Applications to the Private Secretary, Home Office, 
Whitehall, London, $.W.1, by October 4. 


To ensure notice in this column advertisements must be received 
not later than the first post on Tuesday mornings. 


Notifications of offices vacant in universities, medical colleges, and 
of vacant resident and other appointments at hospitals, will be 
found at pages 45, 46, 47, 48, 49, 50, 51, 52, 53, 57, and 58 of 
our advertisement columns. and advertisements as to partnerships, 
assistantships, and locumtenencies at pages 54 and 55 


APPOINTMENTS 


LonpoN County Councit.—The following appointments have 
been made at the hospitals indicated in parentheses: Senior 
Assistant Medical Officer (Grade 11): C. Hotson, F.R.C.S.Ed. 
St. Charles). House-Physicians : J. E. Barker, M.R.CS, 
.R.C.P. (Dulwich); J. Evans, B.Ch., and . C. Baird, 
M.R.C.S., L.R.C.P. (St. James); Norma M. Macleod, M.B, 
B.S. (St. Luke's). House-Surgeon: 1. M. Hall, M.R.CS, 
L.R.C.P. (St. Mary Abbots). : 


MepIcaL REFEREE UNDER THE WORKMEN'S COMPENSATION 1925. 
—H. W. Gabe, F.R.C.S., for the Aberayron, Cardigan, Car 
marthen, Llandilo Fawr and Ammanford, Lampeter, Llandovery, 
Llanelly, Newcastle-in-Emlyn, and Swansea County Court 
Districts (Circuit No. 31). 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum should_be forwarded with the notice 
not later than the first post on Tuesday mornings, in order t 
ensure insertion in the current issue. 


BIRTHS 

Brooxs.—On August 29, at Bristol, to Kitty (née Lacy), wife 
Ross K. Brooks, Stone House, Chipping Sodbury, Bristol, 
daughter. 

Fraser.—At Rossal Nursing Home, Inverness, on September * 
to Dr. and Mrs. A. M. Fraser, The Grange Leys, Inve 
a son. 

DEATHS 

Corcoran.—On August 26, 1938, after an operation at a Lon 
nursing homg, Dr. John Corcoran, Tunstall House, Wor 
Park, Surrey. R.I.P. Funeral private. 

FLEMING.—On September 10, at East Sheen, London, S.W., Geo 
Fleming, M.B., C.M., M.R.C.P.Ed. 
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